Aim and Objectives: The aim of this article is to explore whether the specific levels of caring described in Swanson's Middle Range Caring Theory which include characteristics of caring, people's concerns and commitments underlying caring, conditions that enhance/inhibit caring and consequences of caring and non-caring could be used in categorizing findings from two literature reviews investigating the concept of care. Background: Nursing has a long legacy as a caring/healing profession where caring is increasingly posited as one of the core concepts in modern nursing science. However, the meanings given to the concept of care remain elusive, ambiguous and unclear. Design: Two systematic literature reviews. Method: Twenty-nine articles based on strategic inclusion and exclusion criteria were synthesized. Data was retrieved from CINAHL, Medline, Embase and PsycInfo covering the period 2003-2016. The literature search used the key words care, concept analysis, systematic review, meta-synthesis, meta-analysis and narrative review. Results: Major themes found were related to the following characteristics of caring persons: compassionate, knowledgeable, positive and reflective. Concerns and commitments underlying caring were doing the right thing, connecting, focusing on the others' experience, acknowledging individual dignity and worth and being present. Conditions that enhanced/inhibited caring were situational constraints, personality traits, communication skills, health problems and organizational features. Consequences of caring and non-caring actions included both positive and negative emotional, spiritual, physical, and social outcomes for patients, families and nurses. Conclusion: The specific levels of caring described in Swanson's Middle Range Caring Theory are highly suitable for categorizing the findings from three literature reviews on the concept of care. Relevance to Clinical Practice: Swanson's Middle Range Caring Theory can be used to guide clinical practice and encourage an individual approach to care. It has been shown to contain clear, comprehensible language in its theoretical basis; this encourages use in clinical practice.
Introduction
Nursing has a long legacy as a caring/healing profession. Caring is increasingly posited as one of the core concepts in modern nursing science [1] [2] [3] [4] [5] . Nevertheless, it has been stated that the interest of nursing researchers in the phenomenon of caring has grown slowly over the past 10 years, and although there appears to be an increased use of the term care/caring in nursing, there has been limited interest or systematic study of the concept itself [6] . The central place of caring as the essence of nursing has also been challenged by various nursing scholars. Further, controversy exists within and outside of nursing as to the role of caring in personal and professional relationships [7] . A universal definition or conceptualization of caring does not exist, despite attempts to achieve conceptual clarity [8] . The lack of a universally accepted definition is linked to the level of maturity of a concept, with caring being described as an immature [9] . Compounding this criticism is the fact that nursing science is concerned with complex human behaviors within a continually changing trajectory of health. Consequently, concepts of interest to nursing such as caring are multifaceted, interconnected and may manifest differently at varied points along the health trajectory.
Concepts are the building blocks of theory and thus need continual exploration to clarify their meanings [10] . Huch [11] argues that concepts are not like bricks but instead are like niches and succinctly states that conceptual clarification is not possible without theoretical commitment. He argues that in the absence of theoretical commitment, concept clarification becomes an arbitrary and vacuous exercise in semantics. Therefore, theoretical commitment to concept development should be of upmost importance and nurses should continually strive to verify existing theoretical structures, also in existing nursing theories [12] .
Swanson's theory of caring is considered a middle range theory. Middle range theories are more concrete and narrower than grand theories, being composed of a limited number of concepts and positions described relatively concretely on a specific level. When a middle range descriptive theory describes a phenomenon, it describes the commonalities found in observations of individuals, groups, situations and events and categorizes the commonalities into mutually exclusive, overlapping, hierarchical or sequential dimensions. Swanson's Middle Range Caring Theory was developed over a series of clinical research studies in women's health [13] . She also conducted an extensive meta-analysis of 130 studies of caring which led her to conclude that knowledge about caring could be categorized into five levels of caring [13] . Consequently, her theory provided both a conceptual framework and empirical support for the generalizability of the theory beyond clinical contexts from which it was generated. The five levels described by Swanson are as follows: Level 1portrays characteristics of persons with the capacity for caring with a focus on how the caring person has traits which are both inherent and influenced by the environment. Level 2 describes concerns and commitments which focus on the beliefs or values that under pin caring actions. Level 3 includes conditions and circumstances that enhance or inhibit caring which are related to the patient, nurse, or organization. Level 4 is described as concrete caring actions, be-haviors and therapeutic interventions. This level is not included in this paper due to the vast amount of data and will be published separately. Lastly, Level 5 focuses on the positive and negative consequences of caring which may consist of both intentional and unintentional outcomes for the provider and/ or recipient [13] . Notably, in Swanson's earlier work, she discussed how these five caring levels are interconnected and states "… caring begins with a fundamental belief in persons and their capacity to make it through events and transitions and face a future with meaning" [14] . She regarded maintaining belief in the person as the basis of nursing care. She also described how the five levels overlap each other, and indicated that their relationship to each other may also be hierarchical [14] . However, others have found that the caring levels occur simultaneously [15] .
Aims and Method
The aim of this article is to explore whether specific levels of caring in Swanson's Middle Range Caring Theory could be used in categorizing findings from the literature reviews here, study will be made of characteristics of caring persons, concerns and commitments underlying caring, conditions that enhance/inhibit caring and consequences of caring and non-caring.
Design
The study was carried out using a systematic literature review based on concept analysis, meta-analysis or narrative review.
Data Collection
A systematic literature review was made in the CINAHL, Medline, Embase, PsycInfo databases covering the period January 2003-December 2013, updated from January 2014 to May 2015. Key words included care AND concept analysis AND limitations which included timeline, review OR systematic review OR meta-synthesis OR meta-analysis OR narrative review. The first search resulted in 414 citations. The title and abstract of these citations were reviewed independently by the authors. During this process, 291 citations were excluded due to the titles were not relevant, in duplicate form, and/or not written in English. The 123 citations found relevant were retrieved for further evaluation. The titles and/or abstracts of these citations were again reviewed independently based upon the following inclusion criteria; the word care/caring was present in the title or the abstract, written in English and the paper provided a concept analysis, a systematic review, a meta-analysis or meta-synthesis. Duplicate citations were again excluded. The search resulted in 35 articles which were fully retrieved. After detailed reading, a further six articles were deleted as they did not discuss care or caring per se, did not apply an explicit method of concept analysis or the findings did not reflect the perspectives of staff, care recipients, or family members. Upon the second reading of the remaining 29 articles, a further four were excluded because they did not discuss care or caring per se or describe their literature review methodology. In the second search from 2014-2016, based upon the same inclusion criteria, an additional four articles were found. All decisions to exclude articles were made by consensus between the two authors. The final sample included 29 articles. During both reviews, the authors attempted to follow the "Preferred Reporting Items or Systematic Reviews and Meta-Analysis Statement (PRISMA) statement. No attempt was made to locate further references by manual searching due to limited time and resources. Although manual searching is often recommended, it also carries with it the possibility of introducing human error and retrieval bias. Refer to Figure 1 which plots the data extraction process.
Data Analysis
Data analysis consisted of reading each article attentively to allow immersion in the data and comprehend meanings given to the concept of caring .The analysis was carried out according to the thematic analysis procedure described by Miles and Huberman [16] . Thus, all categories of data were evaluated in order to identify the emerging topics in the listed articles. Categorization at broad, topical levels occurred first. Then clusters of phenomena were devised using a constant comparative method. Data were read thoroughly and assigned descriptive words and phrases. An attempt was made to preserve the rich details of the findings as descriptions at the cluster levels. Further classification of data under these categories was then recoded in accordance with Swanson's caring levels described as characteristics of caring persons, concerns and commitments underlying caring, conditions that enhance/inhibit caring, and consequences of caring and non-caring. The second author (JO) read through the classification schemes, raised questions and suggested alterations. Both authors discussed the classification of findings until agreement was reached. A log book was used to write down reflections supporting the reliability of the study.
Results

Characteristics of caring persons (Level 1)
Characteristics of caring persons include being compassionate, which embodies being friendly, courteous, interested, concerned, nurturing, ministering, diplomatic, authentic, cherishing, sensitive and loving [17] - [24] . A further characteristic is being knowledgeable, which consists of being engaged, competent, confident and respectful [17] Lastly, the characteristic of being reflective embodies being conscientious, protective, diligent, attentive and committed with an attitude of warmth, openness and willingness to share responsibility [20] [27] .
Concerns and commitments underlying caring (Level 2)
The concerns and commitments underlying caring include a commitment to doing the right thing which is grounded in moral and ethical obligations, standards and policies for practice and values and social norms. This rests on ethical principles of nonmalevolence and beneficence, and ethical ways of knowing what is nonjudgmental [19 Other concerns and commitments include connecting with the other, which is characterized by a contextually negotiated reciprocity. It is compassionate, caring, honest, sincere, confident, and is based on a mutual commitment of health professional and family members to engage in a healing process. It also reflects a partnership that shares common goals and is committed to a way of being [18] Focusing on the other's experience relates to having a humanistic view of the patient, understanding the patients' lived experience and recognizing the patient as a spiritual being. The patient may believe in God, a supernatural being, a life force, or a spiritual force with a dynamic quest for a transcendent relationship [23] [26] .
Concerns and commitments also embody acknowledging the dignity and worth of each person. This is a holistic quality, emphasizing respect for individual and cultural differences and accepting variability [18] [21]- [28] [32] . Being present to the self is another concern. This involves the nurse's internal perceptions, values and decisional processes, attitudes and positioning within relationships and an understanding of patients' capabilities: these include individual identities, needs, and self-evaluations [26] [33]. Being present also means being competent: here, work style and motivation are important. Also involved are the professional's personal sense of commitment, responsibility, consideration, sympathy, giving of self and is ability to discern the other's growth potential [18] [19] [34] .
Nurse-patient and organizational conditions affecting caring (Level 3)
Nurse-related factors affecting the relationship with the patient include conditional constraints which are related to emotional demands, power imbalances, frequency and intensity of care, work complexity and social norms [20] [35] . Other constraints are lack of clear definitions of patient-centered care, inadequate education, lack of collaboration, coordination and continuity of care, staff shortage, lack of good teaching models and curriculum on patient centered care, dominance of biomedical model perceptions, economic constraints and patient complexity [22] [35] [36] . Personality characteristics will also affect emotional adaptability, and be dependent on the nurse's societal culture and ethical and religious beliefs [19] Communication is also influenced by the varied emotional responses found in women and men [17] [27] [35] [37] . Caring is also affected by patient characteristics such as age, ethnicity, education, personal abilities, lifestyle, prior abuse and self-rated health [37] [38] . Other patient-related factors are the patient's health problems such as diagnostic/therapeutic/care uncertainty, chronic status, physical function/disability, illness and symptom severity, instability, complications, comorbidities, emergency hospitalization and criticality [38] . Other health problems include pain which is not assessed and treated, cognitive impairment, complex, unpredictable trajectories and geriatric syndromes, frailty and insurance limitations. Nurses may have to resuscitate patients with a persistent vegetative state or give mechanical ventilation support to patients with only a few days to live [29] [35] .
Organizational conditions which affect caring include administrative support which is professionally centered on medical and patient models of care, emphasizing care and regard nurses as experts [26] [27] . Other organizational factors are organizational rules, organizational teamwork, and number and type of nurses/assistive caregivers including their competency level, education, and past experience [19] [39] . Administrative support also consists of available and adequate resource allocation such as number of beds, medications and supplies, and functioning equipment [19] Positive outcomes for families Positive outcomes for the family include emotional-spiritual outcomes such as strengthened coping abilities and sense of control, decreased psychological distress, reduced guilt, improved bereavement outcomes, empowered individual resources, reduced powerlessness, strengthened family health functioning and integrity, and the preservation of dignity [25] Negative outcomes for families Negative emotional-spiritual outcomes for the family are futile care, burdened sense of responsibility, vigilant behavior and financial strain [25] [35] . Professional consequences in family-centered care may involve a blurring of roles and professional identity, which result in nursing actions focused on their unconscious need for control. A further factor is disagreement between families, nurses, leading to moral dilemmas for nurses [25] .
Positive outcomes for nurses Positive emotional-spiritual outcomes for nurses include emotional-spiritual consequences which include improved quality of life, increased mental well-being, renewed energy and passion, increased empathy and sensitivity, management of negative feelings, reduced stress, enhanced ability to face denial of death in patients and increased personal growth and self-actualization [17] Negative consequences for nurses Negative emotional-spiritual outcomes for nurses include loss of empathy, accident proneness, emotional breakdown and burnout, negative emotional distortions, emotional stress, emotional exhaustion, depersonalization, increased guilt and shame, weight loss, and sympathetic over-awareness arising from over-identification and overinvolvement [19] [20] [37] [38] [43] . Other negative professional are sickness absences, inaccurate perception of patient experiences leading to suboptimal care, conflict within the medical teams and with patients and communication problems [38] [43] . Nurses can also have egoistic motivation to alleviate their own distress by overly helping patients. They may not understand the patient's frame of reference or impose their interpretations of the patient's situation. This may result in decreased empathy and emotional bonding in the relationship with the patient [20] .
Positive and negative consequences for the health care system Positive consequences for the health care system include the creation of a therapeutic culture, which includes improved quality of care, increased preventative services, a cheerful environment and greater continuity of care. It also involves decreased movement of patients during hospitalization, increased productivity, and enhanced public and patient confidence with fewer patient complaints [19] [22] [26] [37] (see Figure 2 ).
Discussion
Applying Swanson's levels of caring as a conceptual framework, the results of Level 1, which describes caring traits composed of both inherent and environmental-related qualities, showed that the major characteristics of caring persons included being compassionate, knowledgeable, empathetic, positive and reflective. Level 2 which focuses on beliefs and values that underpin caring actions showed that major concerns and commitments underlying caring were doing the right thing, connecting with the other, focusing on the other's experience, acknowledging individual dignity and worth, and being present to self. Level 3 which concerns factors which enhance or inhibit caring for the nurse, were conditional constraints, personality characteristics and communication. Patient-related conditions affecting caring were patient's health problems, degree of administrative support, and technological aspects. Level 5 which focuses on the positive and negative consequences of caring concerning patient's included emotional-spiritual, physical and social consequences, for the patient, emotional-spiritual, physical and social outcomes for nurses and the emotional-spiritual, social and professional conse- quences for the family. Consequences while negative/consequences included emotionalspiritual and social outcomes. Both positive and negative caring consequences for nurses included emotional-spiritual, professional and social outcomes. For family, positive and negative outcomes included emotional-spiritual, social consequences and professional consequences. Positive and negative consequences for the health care system which affected caring included impacts on the therapeutic culture. Notably, the definitions of Swanson's levels of caring in her theory of caring were found to be semantically clear and provided a useful conceptual framework for classifying results from a systematic literature review. This semantic clarity of Swanson's concepts has been supported by others [42] .
One of the most outspoken critics of the use of the concept of care in nursing [45] , proposed that nursing theory in the ethics of care be postponed indefinitely because it is incapable of doing the work that nurses need to do. We disagree with this contention.
Swanson's Middle Range Theory of Caring has received considerable attention around the world with its usefulness being demonstrated in research, education and clinical practice [42] [46] . The results of this study also support the applicability of the theoretical constructs in categorizing findings from literature reviews.
Many decades ago, Glaser & Strauss [47] stated that theories should be able to ad-vance theory development, guide practice, offer perspectives on behavior, serve a means of interpreting data and provide an approach style for research in specific areas of human behavior. Further and more recently, Watson [48] underlined that the next generation of theory, research, methods and measurements requires conceptual and operational space to develop and validate new grand theories, mini-theories, middle-range theories and situation-specific theories. This can be achieved through the exploration and uncovering of old and new relationships and new understandings about the phenomenon of caring. She contends that the demand for theory-guided, theory-based and theory-located contexts for evidence is becoming greater due to current and cultural demands for evidence and outcomes ( [48] , p. 271). The findings of this study support the applicability of Swanson's caring levels as an analytic tool and hopefully demonstrate linkages between theoretical constructs and evidence-based indicators.
The results also seemingly support the multidimensionality of care/caring as a complex, subjective, intersubjective, relational, personal and professional human phenomenon. Given the complexity of caring as a concept, conceptual differences regarding caring are inevitable [49] . These differences can enrich, although at the same time hinder, communication regarding our understandings about caring. Some dialectic debates regarding caring have also centered on the tautological nature of care, with criticism focusing on the needless repetition of the same sense of meaning of caring, or idea of caring, being said with different words [50] . Conversely, Sargent [51] contends that caring should be reframed as discursive practice that is fluid and contingent rather than a fixed conceptual entity. On the other hand, Paley [29] claims that nurses do not discriminate between perceptions of caring, the concept of caring, the experience of caring and caring itself. However, much of Paley's criticism focuses on what he describes as the inability to separate the dual components of nursing-attitudes/values and activities ( [52] , p. 188). The rich diversity of our findings under the various levels offers support for Swanson's suggestion that professional discussion on the concept of caring in nursing might best be characterized as having different levels of discussion. When referring to the concept caring, she states, "there is a need to be clear about whether the discourse is about the capacity for caring, the concerns and commitments that underline caring, conditions that inhibit or enhance caring, caring actions, or the consequences of caring" ( [13] , p. 63).
Watson [5] has previously given credit to the theoretical and empirical work of Swanson. Our findings also demonstrate congruence with the 10 carative factors found in Watson's Theory of Caring. These carative factors include: the formation of a humanistic altruistic system of values, the instillation of faith-hope, the cultivation of sensitivity to one's self and to others, the development of a helping-trusting relationship, expressing positive and negative feelings, the systematic and creative use of scientific problems-solving method for decision making, the promotion of interpersonal teaching-learning, the provision for a supportive, protective, and/or corrective mental, physical, sociocultural, and spiritual environment, assistance with the gratification of human needs, and the allowance for existential-phenomenological spiritual forces. For example, the formation of a humanistic-altruistic system of values and being authenti-cally present and opening up to others can be seen in our results as characteristic in Level 1 and 2 in Swanson's Caring Theory. The instillation of faith-hope can be seen as an outcome in Level 5, while the cultivation of sensitivity to one's self and to others can be seen in Level 2, developing a helping-trusting relationship and being authentic are characteristics of Levels 1, 2, 3 and 5, also together with characteristics of non-caring. The expression of positive and negative feelings and provision of a supportive, protective mental, physical, sociocultural, and spiritual environment and assistance with human needs can be seen in Levels 2, 3 and 5. The systematic and creative use or non-use of scientific problems-solving method for decision making can be observed in Levels 3 and 5. Further, the promotion of interpersonal teaching-learning is found in Levels 3 and 5, and the allowance for existential-phenomenological spiritual forces can be seen in Levels 2 and 5. Consequently, the findings of this study lend validation to both caring theories.
Limitations to the Study
Regarding the limitations of this study, the notable variation in findings may be due to bias in the selection of relevant literature upon which the different forms of concept analyses were based. Most articles were written by nurses which represents a specific disciplinary status. Very few articles were found based on the patient's perceptive. Further, no manual searching was undertaken as stated earlier due to limited time. As the purpose of the paper was to produce a sample of the application of the concept, in medicine, psychology and nursing research, limiters were set to reflect a rather narrow definition of the scientific literature. Only studies that were considered a form of concept analyses, systematic review, a meta-analysis or meta-synthesis or meta analysis were included as the authors meant these studies represented high quality evidence. Further, only studies which had the term care or caring in their title and/or abstract were found applicable. This was done to ensure a high degree of subject specificity. The desire for subject specificity could have been too restrictive and sacrificed the theoretical richness of the nature of the concept. Names given to the major themes and sub-themes were discussed by two independent researchers to enhance validity; however, the selected terminology used in classifying themes and sub-themes in this study is biased toward specific nursing knowledge. Interpretations of the data may have been enhanced by inviting people with different expertise to discuss the interpretation of the findings. We also confined our search to the past 13 years, which provide little historical perspective on the nature of the concept. Although this is a contemporary view of the concept of caring, we believe that concepts are dynamic, impacted by changing sociocultural influences and represent a probable truth at a certain point in time. Consequently, we do not regard a concept analysis as a static product ( [10] , p. 404).
Conclusion
Middle range nursing theories, like Swanson's theory, can help nurses to conduct sound nursing research ( [53] , p. 39). Notably, three decades ago Meleis [12] argued that since nursing has developed many competing and complementary theories, the debate on the validity of these theories should contribute to the scholarly development of nursing as a discipline over time. Consequently, an important process in the development of nursing knowledge is the continued analysis, evaluation and synthesis of existing nursing theories. The findings of this study support the validity and applicability of Swanson's caring levels described in her Caring Theory as an analytic tool in classifying results from literature reviews.
Relevance to Clinical Practice
Swanson's Middle Range Caring Theory can be used to guide clinical practice and encourage an individual approach to care. It has been shown to contain clear, comprehensible language in its description of theoretical levels, which has encouraged its use in practice.
Caring theories need to be expanded and translated into useful practice models and into measures and testable protocols that are employed in replicable research designs. Importantly, praxis should be informed practice-empirically validated and informed not only by one's philosophical/ethical/theoretical orientation, but grounded in concrete actions and behaviors that can be empirically assessed and measured. The difficult task for clinicians is to find a way to demonstrate how caring practices and professional models of care grounded in theoretical caring processes, such as Swanson's theory, make a difference in nursing, patient, or organizational outcomes [3] [45] . For example, the Carolina Care Model (University of South Carolina) has operationalized Swanson's Caring Theory and change clinical practice to ensure consistently high standards of practice. This model is one approach to actualizing caring theory across health care organizations by systematically incorporating interventions that link nursing actions, caring processes and expectations [51] . Numerous hospitals and health care facilities have since adopted the theory as a guide to their own nursing services, in e.g. in the US, Canada and Sweden [54] . Although her theory was originally conceived within a perinatal concept, it has been successfully applied across a wide spectrum of nursing care, demonstrating an easily understood and readily applicable theory in the context of nursing practice. Swanson's theory of caring has also been the theoretical foundation for numerous research studies. Consequently, it is a relevant theory for modern nursing research. Regarding the future implications of our results, we support Swanson's contention that nurses' professional challenges include the production/evaluation of clinical practice models and psychometrically sound measures for examining each level of caring, careful examination of associations within and among the caring levels and a commitment to framing nursing intervention studies in the language of caring. This will provide a measurable and conceptually congruent framework for a sound theoretical basis for effective clinical practice [13] . study. Special appreciation is given to Vidar Bruntl and Steder for his help in creating the figure of the results. The authors are also appreciative of the work of their anonymous reviewers.
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